Introduction
Pelvic floor muscle training (PFMT) supervised by a physiotherapist has been shown to be a highly effective treatment option for a number of pelvic floor conditions, such as stress urinary incontinence and pelvic organ prolapse (POP).
1,2 Recommendations based on high-level and high-quality research evidence support the role of PFMT as first-line treatment for stress, urge and mixed urinary incontinence and POP, effectively mandating that this conservative management option should be considered in the clinical care pathway. 3 The role of PFMT is crucial as the incidence of POP has been estimated to be as high as 50% in parous woman when assessed by vaginal examination, with bothersome symptoms reported by approximately 1 in 10 women aged between 45 and 86 years. 4, 5 Urinary incontinence affects up to 37% and fecal incontinence up to 13% of Australian women. 6 It is estimated that 11% of women will need surgery for 2 goode et al prolapse or incontinence at least once in their lifetime by the age of 80 years and almost 30% will require repeat surgery for symptom recurrence. 7, 8 Patients at tertiary centers may wait several months for a consultation with a medical specialist, following which they may proceed to surgical management prior to trialing conservative management options. 9, 10 Untreated urinary incontinence can have a significant impact on a woman's well-being and health-related quality of life, as can bothersome prolapse symptoms. 11, 12 As conservative management has been shown to be effective in the management of pelvic floor conditions, an advanced scope of practice model of care was proposed at a tertiary hospital in Adelaide, Australia (Women's and Children's Hospital [WCH] ). In an advanced scope of practice, a health professional can be considered as an expert working within the scope of established practice due to increased clinical knowledge and skills, reasoning, critical thinking and experience. Advanced scope of practice in physiotherapy has been successfully trialed in a number of fields, particularly in orthopedic and emergency department settings, and has more recently seen success in the continence and women's health. [13] [14] [15] This model of care involves the physiotherapist performing a role, which is currently recognized within their scope of practice but has traditionally been performed by other professions such as medical practitioners. 16 Preliminary research undertaken at WCH demonstrated lengthy delays between local health care provider referral and access to physiotherapy. 9 This research also highlighted that many patients who would have been appropriate to trial conservative physiotherapy management in the first instance did not follow this care pathway. 9 Development of gynecology Physiotherapy Assessment service (gPAs) Therefore, the GPAS, an advanced scope physiotherapy-led initiative, was implemented in October 2015. The development of the GPAS was underpinned by an extensive consultation process that was undertaken in June 2015 involving key stakeholders of the pilot program, primarily from the Gynecology Department and Physiotherapy Department. Firsthand accounts were also gathered from physiotherapists around Australia with experience in implementing and evaluating similar models of advanced scope of practice. Executive approval for the pilot program was granted in September 2015 and the GPAS clinic commenced in October 2015. The weekly GPAS clinic was set up to run alongside a gynecology consultant clinic to ensure that adequate access to a senior gynecology registrar and staff specialist for clinical opinions and supervision were available as required. The co-location in the Women's Outpatient Department facilitated open communication lines between the key stakeholders. Figure  1 provides an overview of the GPAS pathway.
The purpose of GPAS was to improve access to conservative management for women referred to the Gynecology Department, who suffered from conditions that were likely to respond positively to conservative physiotherapy-led management as a stand-alone treatment, or attain additional benefits when combined with medical and/or surgical treatment options in the future. 3, 17 The GPAS model was primarily designed to enhance the patient pathway through the tertiary health care system, ensuring faster access to initial consultation with a health professional. Although the role of advanced scope of practice in physiotherapy in continence and women's health has been trialed across numerous clinical settings, there is limited research on this topic. Therefore, the aim of this pilot study was to determine the impact of an advanced scope of practice physiotherapy model of care for women referred with incontinence and/or POP symptoms compared to traditional referral pathways in a tertiary hospital in Australia.
Methods Design
A prospective audit was conducted on patients who were referred to the GPAS clinic with pelvic floor conditions from October 1, 2015, to March 24, 2016 . Given the pilot nature of this research, no formal sample size calculations were undertaken. Consecutive sampling was used to select all patients who presented to the GPAS clinic during the period of the audit.
Participants
Eligibility criteria were defined to include patients with urgency and/or incontinence (urinary and/or anal symptoms), POP (grades I-III) or mixed presentations, all of whom were concurrently triaged as low priority "P3" by the gynecology team (as determined by the information available from the referral at the time of triage). Patients were excluded if they had any red flags outlined on the referral although these were generally triaged as a "P1" or "P2" due to the need for immediate or accelerated access to care and were thus already excluded from the pilot program. and the GPAS information sheet provided to the patient outlined that the referral had been received and placed on the gynecology waiting list (per the existing pathway), but in addition to this, the patient had been identified as eligible for the fast tracking of an assessment within the GPAS pathway. The patient maintained their place on the gynecology waiting list, regardless of their participation in the GPAS pathway. A referral pathway flow diagram was developed for the administrative team (and for the benefit of all key stakeholders) to ensure that the GP referrals moved efficiently through the triaging system while ensuring that the original remained on the gynecology wait list and the appropriate GPAS booking letters and factsheets were generated. A database was created to record patients' demographic information for those accessing the GPAS pathway, map the patient pathway from the date of medical caregiver referral to discharge from physiotherapy and/or gynecology and record the clinical outcome measures obtained for each patient. The time difference (days) between referral from medical caregiver to GPAS and medical caregiver referral to physiotherapy input (via GPAS) as well as attendance rates at physiotherapy and ongoing adherence rates were collected and compared to data from the "pre-GPAS" audit. 9 A concurrent retrospective audit was completed to identify the existing referral pathway to physiotherapy services for women who would have met GPAS inclusion criteria prior to its implementation. The period for the retrospective audit was from January 2015 to June 2015, and this was used as comparison data. 9 Ethics approval was granted by the Women's and Children's Health Network Human Research Ethics Committee (WCHN HREC) in July 2015 to enable data collection for analysis of the GPAS pathway (audit 798A) and patient satisfaction for the GPAS cohort (audit 796A). Patients were informed of the GPAS pathway by the invitation letter and by attending their allocated appointment at GPAS, and they became a consenting participant in this initiative.
Outcomes
In order to capture the impact on patient outcomes from the GPAS clinic, following permission from its developers, the validated, self-administered version of the Australian Pelvic Floor Questionnaire (APFQ) was produced in a patient friendly format and sent to patients prior to attendance at the GPAS clinic. 18 Despite best efforts to collect these data, due to complexities associated with data collection in a complex tertiary care environment and heterogeneity in the data collection process, these data were not included in further analysis. Throughout the 6-month pilot program an anonymous satisfaction survey, designed specifically to analyze the patient's experience in GPAS, was also utilized (Supplementary material). The survey instrument contained questions in two categories -the first category contained seven questions about the patient's experience with the physiotherapist specifically and the second category contained three questions about the patient's overall experience with the clinic. The physiotherapist-centric questions had a focus on the physiotherapist's interaction with the patient (processes of care), whereas the clinical experience included questions that had a focus on structural aspects of care (such as appointment time, punctuality etc). These questions were rated on a fivepoint Likert scale from excellent to poor or strongly agree to strongly disagree depending on the statement. The survey also included a "does not apply" option. There was also an open-ended question for patients to provide any additional comments and feedback. The survey instrument, which was locally developed and already in use at another clinic, was completed by the patient at the end of their appointment and submitted via a survey box to maintain anonymity.
Results

Overview of participants
During the period October 1, 2015, to March 24, 2016, 21 GPAS clinics ran with a total of 52 patients identified as appropriate for the GPAS pathway by the triaging member of the gynecology team. Of the eligible "P3" patients offered an appointment, 41 women (79%) attended, all of whom were appropriate for referral to the Physiotherapy Department to commence conservative management through the existing pathway. Figure 2 provides an overview of patient selection and participation. The average age of the patients who attended GPAS was 45.3 years, the youngest was 20 years old and the oldest was 77 years old. Eleven women referred to GPAS did not attend, and attempts were made to contact these women. Of those able to be contacted, the reasons for non-attendance varied from inconvenient clinic time to disinterest in conservative management options. The main problem outlined on the medical caregiver referral correlated with at least some of the findings at GPAS clinics on all occasions. However, secondary diagnoses or additional issues were identified in 25 patients. This mostly related to urinary or fecal urgency ± incontinence and the reporting of dyspareunia when questioned regarding sexual function. Fifty out of 52 (96%) patients referred to GPAS clinics by the gynecology team were appropriate based on the inclusion criteria. Only two instances required redirection as one patient had already been referred to physiotherapy and the other required specialist medical input for another medical condition. Further investigations at the initial consult were ordered via the medical team on two occasions (urodynamic studies and pelvic + renal ultrasound), and two patients were "fast-tracked" through the gynecology wait list because they were deemed to be of higher priority for medical review following GPAS assessment.
Access to care
The average length of time between medical caregiver referral to the first offered GPAS clinic appointment during the pilot program for those with complete data sets (two patients excluded due to poor referral receipt documentation) was 27.3 days (range 8-62 days). This was in stark comparison to 169.6 days (range 49-351 days) for medical caregiver referral to gynecology clinic appointment during the pre-GPAS audit period. 9 Feedback from patients indicated that they valued receiving a timely review for their condition and were relieved at the improved access to care. From a clinical point of view, the ability to complete timely screening of patients in GPAS resulted in the "fast-tracking" of two patients who may have been at the risk of deterioration and poor outcomes and had waited until their gynecology appointment was offered as per the pre-GPAS pathway. Of the women who attended the appointment (n=41) and with complete data sets (n=40), the average length of time between medical caregiver referral and attendance at the GPAS clinic was 72.9 days (range 41-121 days). Some women canceled or did not attend their originally scheduled session, and their actual first contact occurred later as a result. When the actual dates of first contact were evaluated, the average length of time between medical caregiver referral and contact in the Physiotherapy Department was 84.6 days (range 42-172 days).
Adherence to conservative management
Of the women referred to physiotherapy, 35 out of 41 were appropriate for the group pelvic floor class (PFC), which was the first point of contact with physiotherapy. The six patients did not participate in the PFC due to a number of reasons including existing access to physiotherapy treatment at the health service (n=1) and those from non-English-speaking backgrounds requiring interpreting services (n=5, where group education was not appropriate). Of the 35 women who were triaged to attend the PFC, 24 attended these classes (68.6%). Of these 24 patients who attended PFC, 23 (96%) continued with physiotherapy care in the form of ongoing individual consultation. This finding highlights that women referred through GPAS were likely to adhere to the conservative management and persisted with their individual appointments after that initial contact. This is likely due to better awareness of the physiotherapy pathway and the benefits of conservative management created through the GPAS consultation.
Attendance at conservative management sessions
Attendance at the PFC was 68.6%, which was very similar to that found in the pre-GPAS audit (71.4%). 9 From a clinical point of view, an important positive finding was the number of women persevering with the conservative pathway by attending their individual appointment following the PFC, which increased from 55% in the pre-GPAS cohort to 96% (23 of 24 possible attendees) in the GPAS cohort (Figure 3) . Of the women who were not appropriate for the preliminary group session (PFC), five of the six women attended their first individual appointment. The likely reasons for the improved attendance include increased awareness of the benefits of the proposed care pathway from an early stage starting with the information sheet sent with the appointment letter, a more comprehensive explanation of management options being provided by the physiotherapist at the GPAS consult and finally having this message reinforced at the PFC. Another benefit of the GPAS pathway is the ability to perform digital vaginal examination and pelvic floor assessment at the time of the GPAS appointment.
Patient satisfaction
Evaluation of patient satisfaction with GPAS consisted of an anonymous survey, which was administered at the end of the episode of care. The survey was completed by 31 patients (76% response rate) with overwhelming positive responses. With regard to the processes of care, all 31 patients (100%) rated willingness of the physiotherapist to listen, the amount of time spent with the physiotherapist and the ability of the physiotherapist to explain things in a way that could be understood, as "excellent/very good". Similarly, 97% of the patients rated the time taken to answer questions, the thoroughness of the examination, the advice provided and the way they were involved in decision making about their care as "excellent/very good". With regard to the structural aspects of care, where the questions focused on the clinic, 90% of the patients "strongly agreed/agreed" that their appointment time suited them, 74% "strongly agreed/agreed" that their appointment ran on time and 97% "strongly agreed/agreed" that they were made to feel comfortable in the clinic. The free text question provided patients with an opportunity to provide any additional qualitative comments and approximately 50% ( 
Discussion
The aim of this pilot study was to determine the impact of an advanced scope of practice physiotherapy model of care for women referred with incontinence and/or POP symptoms compared to traditional referral pathways in a tertiary hospital in Australia. The findings from this GPAS pilot program highlight improved patient pathway for women referred with incontinence and/or POP symptoms, with improved timely screening of patients and significantly faster access to conservative physiotherapy management. Access to conservative management for eligible women rose from 50% to 100%, which means these women were more likely to proceed to a favorable outcome whether they do go on to require further surgical and/or medical input or not. Furthermore, the GPAS pathway appeared to improve attendance and reduce the attrition, which is commonly observed in clinical practice as patients may perceive rehabilitation as slower and more arduous, when compared to the perceived "quick fix" of surgery.
From a patient perspective, the positive clinical findings were complemented with overwhelming positive patient satisfaction about GPAS. Given the project's success in improving patient access and adherence, if it were to be implemented on an ongoing basis, consideration of funding frameworks would be necessary to ensure that timely access to services is sustainable. This research contributes to the growing body of evidence that advanced physiotherapy-led initiatives can have positive impacts on health care. For example, in a systematic review of the literature, Desmeules et al 13 demonstrated that there was some evidence to indicate that physiotherapists working in advanced physiotherapy models of care in musculoskeletal disorders provide equal or better than usual care in comparison to physicians in terms of diagnostic accuracy, treatment effectiveness, use of health care resources, economic costs and patient satisfaction. Similarly, de Gruchy et al 19 identified that physiotherapists acting as primary practitioners in emergency departments were more time efficient when compared to physicians. Within South Australia, where this pilot program was conducted, similar positive findings were reported by Beard et al 20 who demonstrated that physiotherapist-led spinal assessment telehealth clinic reduced travel for patients and clinicians, provided timely access to care and afforded professional development opportunities for staff who often work in isolation in rural and remote regions. Therefore, while advanced physiotherapy-led initiatives may not be appropriate in every instance, it could be considered as an alternative option in targeted contexts.
The implementation of the GPAS pathway also resulted in other benefits. For example, there were several occasions where the physiotherapist within GPAS initiated further investigations or recommendations regarding relevant medical treatments through the patient's general practitioner in conjunction with the referral for conservative physiotherapy management. This meant if and when a medical specialist consultation was required to determine the eligibility of a patient for surgery, all relevant information was readily available to make a timely and well-informed decision at the initial consultation (thereby avoiding further delay or inappropriately selecting surgery as the best treatment option). The importance of selecting the right treatment for the right patient has been widely acknowledged in the incontinence literature. [21] [22] [23] Lack of careful consideration on appropriate patient selection for surgery may lead to complications and poor outcomes, 24 which have resulted in the development of evidence-informed algorithms for best practice management. 25 The GPAS pathway not only has the potential to reduce the number of review appointments required before conversion to surgery but also ensured that the patients who were accessing this management option were the most appropriate candidates with a greater chance of a successful clinical outcome because of their pre-operative physiotherapy input. 17 Existing research also highlights that up to 25% of women actually complete a counterproductive maneuver, such as straining, when provided with only verbal cues on how to contract the pelvic floor with this issue more commonly observed in women with POP. 26, 27 Thus, the ability to comprehensively assess pelvic floor issues, provide feedback and achieve effective technique earlier in the pathway is likely to be beneficial. These positive findings of the GPAS pilot program are also supported by a number of studies on the benefits of physiotherapy for urinary incontinence. Neumann et al 1 demonstrated that specialized ambulatory physiotherapy was a low-cost, low-risk and effective treatment, which should be offered as a first-line treatment for stress urinary incontinence. Similar positive findings were also reported by Balmforth et al 28 and Opara et al 29 highlighting the potential role for physiotherapy-led initiative for women with urinary incontinence and/or POP symptoms.
Although there were positive outcomes from the GPAS pilot program, as with any research, there were limitations too. First, as patients on the GPAS pathway remained on the gynecology wait list, there were occasions where they were offered a gynecology appointment before they had completed the recommended course of conservative management. This issue was exacerbated during the trial period as the wait for entry to the PFC doubled due to an influx of patients generated from the onset of the GPAS. Although at times a gynecology review was indeed required (eg, consideration of a pessary as an adjunct conservative treatment option), in other instances patients were only part way through their conservative management when their gynecology appointment became available. Second, this pilot program was undertaken within one tertiary hospital in South Australia and was developed and championed by local clinicians who had completed post-graduate training in the field and experience in managing women with urinary incontinence and/or POP symptoms. Therefore, these issues need to be considered when generalizing these findings and if this model of care is to be replicated at other tertiary health settings. It should also be noted that although the tool used to evaluate patient satisfaction was developed specifically for this initiative, it did not undergo validity testing. Finally, given that this research was undertaken in naturalistic settings (in a busy and complex tertiary hospital), despite the researchers' best efforts some critical data could not be captured (eg, APFQ). Nevertheless, this research reports on what occurs at the frontline of clinical practice and is an accurate representation of complexities associated with research in the practice setting.
implication for clinical practice and future research
With increasing focus on quality and safety in health care, it is important to ensure that health services are underpinned by best practice principles. The findings from this pilot program have demonstrated that the GPAS, an advanced scope physiotherapy-led initiative, can result in positive impacts for women with urinary incontinence and/or POP symptoms. In addition to organizational benefits, this model of care is also patient-centered as it provides access to timely care, has a focus on self-management and reduces the potential for unnecessary interventions. Although these positive findings are encouraging, given the pilot nature of this program and the fact much of the literature on advanced scope physiotherapy is emerging and focused on one-off initiatives, future research could consider large-scale, long-term studies, which also have a focus on aspects such as cost-effectiveness.
Conclusion
This pilot study demonstrated that an advanced scope physiotherapy-led GPAS can result in improved access to care while positively impacting experiences of women with incontinence and/or POP symptoms. Practical tips on how to do audits and to avoid pitfalls; How audits have changed patient care; Calls and justifications for new audits. The manuscript management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress. com/testimonials.php to read real quotes from published authors. For personal use only.
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